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March 8, 2007

Lin Dee Hokanson

Idaho Falls Recovery Center
1957 Bast 17" Street

Idaho Falls, ID 83404

Dear Mr. Hokanson:

This is to advise you of the findings of the Medicare/State Licensure Fire Life Safety
survey conducted at Idaho Falls Recovery Center on March 1, 2007.

Enclosed is the Statement of Deficiencies/Plan of Correction, form CMS-2567, and a
copy of the State fire safety Statement of Deficiencies/Plan of Correction form listing
fire/life safety deficiencies. In the spaces provided on the right side of each sheet, please
provide a Plan of Correction. It is rmportant that your Plan of Correction address each
deficiency in the following manner:

1. Answer the deficiency statement, specifically indicating how the problem will be,
or has been, corrected. Do not address the specific examples. Your plan must
describe how you will ensure correction for all individuals potentially impacted by
the deficient practice.

2. Identify the person or discipline responsible for monitoring the changes in the
system to ensure compliance is achieved and maintained. This is to include how
the monitoring will be done and at what frequency the person or discipline will do
the monitoring.

3. Identify the date each deficiency has been, or will be, corrected.
After you have answered and dated each deficiency, please sign and date each cover page

in the spaces provided. Retain one (1) copy of each page and return the originals to this
office by March 21, 2007.
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Thank you for the courtesies extended to me during my visit. If you have any questions,
please call or write this office at (208)334-6626.

Sincerely,

MARK GRIMES
Supervisor
Facility Fire/Life Safety & Construction Program
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K 000 | INITIAL COMMENTS K000
Idaho Falls Recovery Center is a single story
story type V (lif) facility with a basement, this
hospital is licensed for seven (7) beds. The RECEIVED
building was constructed in 1992 with plan
approval March 1992 The facility is fully MAR 22 2007

sprinkled with a complete smoke detection/fire
alarm system; emergency generator; two (2) FACILITY STANDARDS
smoke compartments, and, portable fire

extinguishers throughout. Exits include; two : .
exterior, one horizontal, and each patient room ¢ E o = L 2 Bé’»«t{. Ha Kﬂsw Sops
has a door directly to the exterior of the building.

The fire safety survey was conducted March 1,
2007, by Mark P. Grimes, Supervisor, Facility Fire

Safety & Construction Section, Bureau of Facility Y = .
Standards, |daho Department of Health & [rac L'Qms Mav AZER *mﬁ ’J dgc—
Welfare.

The survey was conducted under the 2000 edition
of the Life Safety Code, Existing Healthcare
Occupancies, adopted March 11, 2003 in
accordance with 42 CFR 482.41(b).

K 045 NFPA 101 LIFE SAFETY CODE STANDARD K045| FaciliTies ﬂ/,f,q,u,e?g,z wibl e
llumination of means of egress, including exit EMéf?je /vc:yk L g}f‘?fm Wwf‘fﬁi ;;j
discharge, is arranged so that failure of any single /,; e Je J j .
lighting fixture (bulb) will not leave the area in > ff“_é 2 ResulVe will be Tapped
darkness, (This does not refer {o emergency ‘wio CF e
lighting in accordance with section 7.8.) 18.2.8 / Eo f “‘”"*’TM%

L}{giﬁ’w;iﬁ he $ived loy Plareh 22,200
I,’ . H . . ’

7
This STANDARD is not met as evidenced by: .35// :U]/ &7
Based upon observation on March 1, 2007 the
facility did not ensure that emergency lighting in
the means of egress was functional at all times.
This deficient practice affected all patients and

LABORATORY DIRECTORS,OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE FITLE {X8) DATE

@/{/ﬁ»‘; ALt Z\Jﬁm-\ ﬁpf\:\zfﬂ&?’fef:‘m% ‘%/‘Za}@?

Any deficiency statement ending with an asterisk () denotes a deficiency which the institution may be excused from correcting providing # is determined that
other safeguards provide sufficient protection fo the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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staff, on the day of the survey the census was
reported as seven (7).

Findings include:

During the facility tour on March 1, 2007 the

emergency lighting unit located in the main lobby
was not operational. The emergency lighting unit
indicated that it was in charge mode, but failed to
operate when tested. This finding was cbserved
and acknowledged by the Maintenhance Engineer.

K 051 | NFPA 101 LIFE SAFETY CODE STANDARD K051 we Chanse F,‘,:g& Alaem
A fire alarm system with approved components, Twspeclion Ceom e /yjf’féﬁ
devices or equipment is installed according to Mew Comg ‘“cl Co
NFPA 72, National Fire Alarm Code, to provide ; Ny Ay did 8 €ucTiomss
effective warning of fire in any part of the building. (e i e VeeT o By e
Activation of the complete fire alarm system is by Vice 3-/2-07 “’W?’
manual fire alarm initiation, automatic detection or ,01,{‘9” ws e ﬁf‘a R ANV RBL
extinguishing system operation. Pull stations in . - , 17/ .
patient sleeping areas may be omitted provided W.‘:}ﬂé’m o LisY, Fpeilifies 3/ o]

that manual pull stations are within 200 feet of -
nurse's stations. Pull stations are located in the m”“’"jﬂe Wi"L Make Luge
ath of egress. Electronic or written records of ‘ - : ‘
Eests are%vailabte. A reliable second source of we fre ia G‘Mw Lpwee.
power is provided. Fire alarm systems are
maintained in accordance with NFPA 72 and
records of maintenance are kept readily available.
There is remote annunciation of the fire alarm
| system to an approved ceniral station.  19.3.4,
96
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This STANDARD is not met as evidenced by:
Based upon record review, the facility failed to
ensure proper maintenance and annual testing of
the building fire alarm system. This deficient
practice affected all patients and staff, on the day
of the survey the census was reported as seven

(7).
Findings include:

During record review it was determined that the
facility had not maintained and tested the fire
alarm system during the last 12 months. The
latest record of a fire alarm test was dated
8/23/04.

NFPA 101 LIFE SAFETY CODE STANDARD

Portable fire extinguishers are provided in all
health care occupancies in accordance with
9.7.41. 193586 NFPA10

This STANDARD is not met as evidenced by:
Based upon observation the facility failed {o
ensure compliance by not completing monthly
checks of all fire extinguishers within the building.
This deficient practice affected all patients and
staff, on the day of the survey the census was
reported as seven (7).

Findings include:
During the facility tour on March 1, 2007 it was

determined that not all fire extinguishers had not
been inspected on a monthly basis and {ags
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initialed throughout the facility. This deficient

practice affected all patients and staff, on the day

of the survey the census was reported as seven

(7). This deficient practice was observed and

acknowledged by the Maintenance Engineer.
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16.03.14 Initial Comments

idaho Falls Recovery Center is a single story
story type V (Ill) facility with a basement, this
hospital is licensed for seven (7) beds, The
building was constructed in 1892 with plan
approval March 1892, The facility is fully
sprinkled with a complete smoke detectionffire
atarm system; emergency generator; two {(2)
smoke compartments, and, portable fire
extinguishers throughout. Exits include; two
exterior, one horizontal, and each patient room
has a door directly to the exterior of the building.

The fire safety survey was conducted March 1,
2007, by Mark P. Grimes, Supervisor, Facility Fire
Safety & Construction Section, Bureau of Facility
Standards, ldaho Department of Health &
Welfare,

The following deficiencies were cited in
accordance with IDAPA 16.03.14

16.03.14.510.07 Maintenance of Equipment

07. Maintenance of Equipment. The hospital shall
establish routine fest, check, and maintenance
procedures for alarm systems, extinguishment
systems, and all essential electrical systems.
Freguency of testing, checks, and maintenance
shall be in accordance with applicable National
Fire Protection Association Standards referenced
in Appendix B of the 1985 "Life Safety Code" or
as adopted by the Idaho State Fire Marshal.
(10-14-88)

This Rule is not met as evidenced by:
Refer to deficiencies cited under Tags K045,
K051 and K084 on the federal form CMS 2567
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